Previous work in Fiji has shown that hospital admission rates for asthma in Indian children in the 5-14 year age groups are three times higher than in Fijians.' A study ofurban schoolchildren in Suva City found that the prevalence of wheeze in the previous 12 months was identical in both ethnic groups (21%), but bronchial hyperresponsiveness was twice as common in Indians (30%) as in Fijians (15%). The combination of current wheeze and bronchial hyperresponsiveness occurred nearly three times more often in Indian children (11 3% ) than in Fijians (4 0%), and the mean bronchial doseresponse slope to histamine was steeper in Indians than Fijians.2 These findings suggest that Indian children may have more severe asthma than Fijian children.
By contrast, hospital admission rates for pneumonia in Fijian children are three times higher than in Indian children.' The prevalence ofproductive cough on most mornings in urban Fijian schoolchildren is nearly twice that of Indian schoolchildren and increases with domestic crowding. 2 This study was undertaken to see whether ethnic differences in national hospital admission rates are reflected in the prevalence of respiratory symptoms in rural Fijian and Indian children.
Methods
The children chosen for study were the class 4 pupils of all rural primary schools in the lower Rewa Valley in the Nausori Education District of the main island of Viti Levu. This is an agrarian region with a climate similar to Suva City. Urban schools in Nausori Town were excluded. Sample size was sufficient to detect a twofold ethnic difference with a confidence level of 95% and a power of 80% given symptom prevalences of 10-30%.
A respiratory symptoms questionnaire in three languages was distributed in May 1991 for completion by parents. A second distribution occurred the following week for children who were absent on the first occasion or had not returned the questionnaire. The questionnaire and measures of its repeatability have been described previously.2 It includes items concerning symptoms and physician-diagnosed asthma (table) , subdivision of birth, the presence of tobacco smoking in the home, cooking fuel, domestic crowding (measured as the number of people sleeping in the child's room), type of dwelling, and the relationship to the child ofthe person answering the questionnaire. The child's ethnicity was determined from that of both parents. Question 9 ("Has this child ever had a cough?") attempted to detect attitudinal bias -that is, the possible tendency of one ethnic group to systematically report more "yes" answers than another.3
Data were entered into a computer and analysed with SPSS/PC + version 3-1 (SPSS Inc, Chicago, USA). The X2 statistic for analysis of contingency tables with Yates's correction for continuity was used to test for associations of categorical variables. The influence of age was analysed in two groups: children under 9 5 years ("nine year olds"), and children over 9 5 years ("ten year olds"). Confidence intervals for (6) Woken by dyspnoea in last 13-3 (8-7 to 17-9) 13-6 (9-3 to 17-9) 13-8 (10-7 to 16-9) 12 months (7) Dry cough at night in last 34 0 (27-6 to 40 4) 38-8 (32-7 to 44 9) 36-9 (32-6 to 41-2) 12 months (8) proportion were obtained by using the Normal approximation to the binomial distribution. Productive cough was more common in children with a smoker in the home (39 7%) compared with those without a smoker in the home (19-5%; x2 =21, p<00001). Smokers were more common in the homes of Fijian children (69%) than Indians (37%), and the higher prevalence of productive cough in Fijians was not statistically significant when the MantelHaenszel procedure was used to examine the confounding effect of a smoker in the home. Other respiratory symptoms and a history of asthma diagnosis were not associated with the presence of a smoker.
Each of the symptoms, as well as diagnosed asthma, occurred more frequently in children with a parental history of asthma. There was no significant association between any respiratory symptom or asthma diagnosis with subdivision ofbirth, age group, gender, domestic crowding, cooking fuel, or type of dwelling. The two symptoms associated with ethnicity ("wheeze in the last 12 months" and "productive cough") were not associated with the relationship to the child ofthe person answering the questionnaire.
The question used to check for attitudinal bias ("cough ever") elicited an affirmative response more often in Fijians (90%) than Indians (81%, X2=6 6, p=0-01). This difference remained significant when analysis was confined to children whose parents answered "no" to all respiratory symptoms including both cough symptoms (Fijians 83%, Indians 69%, X2 =4-6, p<005). When attitudinal bias was controlled by restricting analysis to those children whose parents answered "yes" to "cough ever", the ethnic pattern of symptom prevalence was not substantially altered: frequent wheeze occurred in 10 7% ofIndians compared with 3'2% of Fijians (X2=6-9, p<0Q01), while productive cough was found in 38 3% ofFijians compared with 29-5% of Indians (X2 = 2-8, p>005).
The commonest language of completion was English (59%), followed by Fijian (36%), and Hindi (3%), with the remaining 2% completed in two languages. Only 33 of208 Fijian children returned questionnaires in English, so it was not possible to control satisfactorily for the potential bias due to language. However, the trends in symptom prevalence were unchanged: frequent wheeze occurred in The main limitation in this study is that the questionnaire was designed to obtain basic data on symptom prevalence with only the question on frequency of wheeze being about severity. It is perhaps surprising that an ethnic difference in asthma severity is not reflected in the prevalence of dyspnoea, dry nocturnal cough, and diagnosed asthma. However, it may be that questions which allow only a "yes" or "no" response have poor sensitivity to differences in asthma severity. Future studies will need to address the issue of asthma severity in these populations in more detail.
In summary, Fijian and Indian children have a similar prevalence of wheeze and diagnosed asthma, but frequent wheeze occurs more often in Indian than Fijian children. This is consistent with previous observations that Indian children are admitted to hospital with asthma more often and have greater bronchial responsiveness to histamine than Fijian children. Asthma appears to be more severe in Indians than Fijians. By contrast, Fijian children have a greater prevalence of productive cough than Indians. This is associated with a greater exposure to smoking in the home, and may also be related to the higher hospital admission rate for pneumonia in Fijians. 
